Health inequities, or avoidable inequalities in health between groups of people, are increasingly recognized and tackled to improve public health.
Introduction
The World Health Organization (WHO) defines health in inequity as "avoidable inequalities in health between groups of people within and between countries" (1) . Not only is health equity an international and domestic concern, it is a fertile field of research and practice across disciplines, sectors and jurisdictions.
While a majority of Canadians enjoy good health, health inequalities persist and, in some areas, are growing (2, 3) . But much can be done to address this. The objective of this introductory commentary is to review some key milestones in domestic and global health equity work, highlight recent advances and recommended actions in Canada, and assert that new evidence on inequalities and interventions can create promising opportunities for collaborative action across sectors to address health equity and improve health.
Key Milestones Early days
The landmark 1974 Lalonde report, "A New Perspective on the Health of Canadians," asserted that the quantity, quality and arrangement of acute health care systems explain only a fraction of why a population is healthy (4) . The "health fields" identified in the report (biology, individual choices, physical and social environments, and health care) were an early expression of what would become known as the "social determinants of health." The Lalonde report was quickly followed by other key policy documents: the WHO Alma-Ata Declaration on Primary Health Care in 1978 (5); the Canadian Epp Report, Achieving Health for All (6) , and the WHO "Ottawa Charter for Health Promotion" in 1986 (7) (10) . The Commission stated: "inequities in health, avoidable health inequalities, arise because of the circumstances in which people grow, live, work, and age, and the systems put in place to deal with illness. The conditions in which people live and die are, in turn, shaped by political, social, and economic forces" (10) . The Commission's three overarching recommendations and related principles of action focused on:
• improving daily living conditions;
• tackling the inequitable distribution of power, money and resources-the structural drivers of the conditions of daily life; and
• measuring the extent of health inequities and assessing the health equity impact of policy and other actions (10) .
This renewed call for global action has supported efforts in Canada in the public health sector and across sectors. Reflecting growing urgency and better understanding of approaches to health that focus on social determinants and equity, another appeal for action was issued at the 2011 World Conference on Social Determinants of Health in Rio de Janeiro.
Rio Political Declaration on Social Determinants of Health
In May 2012, Canada and other United Nations Member States endorsed the Rio Political Declaration on Social Determinants of Health (11) . The declaration expresses global political commitment for the implementation of a social determinants of health approach to reduce health inequities. Aiming to build international momentum for the development of dedicated national action plans and strategies, the Declaration identified five action areas critical to addressing health inequities:
• adopt better governance for health and development;
• promote participation in policy making and implementation;
• reorient the health sector towards reducing health inequities;
• strengthen global governance and collaboration; and
• monitor progress and increase accountability (11) .
Canadian collaboration and action
The Chief Public Health Officer's Report
Addressing both health equity and the determinants of health, the Chief Public Health Officer's (CPHO) inaugural report (2) identified several priority areas and ways to address health inequalities in Canada:
• social investments (particularly for families with children living in poverty and for early childhood development);
• community capacity to address social determinants of health and health equity;
• integrated policies and joint action across sectors and jurisdictions;
• knowledge infrastructure to assess the health of subpopulations and the efficacy, adaptability and scalability of interventions; and
• leadership within and beyond the health sector (2).
These priority areas remain relevant today as jurisdictions and sectors in Canada work together to address health inequities.
The Pan-Canadian Public Health Network
The Pan-Canadian Public Health Network (PHN) is a network of individuals from many sectors and levels of government, who effectively work together to strengthen public health in Canada. The PHN includes academics, researchers, public servants, members of non-governmental organizations and health professionals and is governed by a council of federal/provincial/territorial government representatives including the CPHO and senior public health officials from all jurisdictions. In 2010, the PHN council endorsed a set of Indicators of Health Inequalities (12) and recommended that the Public Health Agency of Canada (PHAC), the Canadian Institute for Health Information (CIHI) and Statistics Canada report on these indicators. This pan-Canadian initiative will provide baseline data on over 50 indicators of health outcomes (for both chronic and infectious diseases), health-related behaviours and social determinants of health inequalities (e.g. food security). These data will be stratified, where possible, by a wide range of variables related to identity and social location (including sex, socioeconomic status, Aboriginal identity, cultural and/or racial background, immigrant status, rural/urban residence and sexual orientation). Results from this initiative, expected in 2016, will provide new information to federal, provincial and territorial governments and civil society to support decision making, priority setting, development of effective interventions, and monitoring of health inequalities.
The Canadian Council on Social Determinants of Health
The Canadian Council on Social Determinants of Health (CCSDH) is a collaborative, multisectoral stakeholder group established by PHAC in 2005 (as the Canadian Reference Group) to support Canada's contribution to the WHO Commission on the Social Determinants of Health. Since then, its role has evolved in recognition of the importance of broad intersectoral engagement for effectively addressing health inequities. The current dual mandate of the CCSDH is to advise PHAC on implementing the Rio Political Declaration on Social Determinants of Health (11) and to facilitate and leverage action on the social determinants of health and health inequalities in Canada. CCSDH membership includes representatives from all levels of government, civil society, business, labour and academia and from among Aboriginal peoples; members have been selected for their expertise and experience in addressing the social determinants of health. The Council is co-chaired by a PHAC representative appointed by the CPHO.
From knowledge to action
While substantial progress has been made in tracking health inequalities, such knowledge alone does not improve health. Advances in health equity require complementary interventions at multiple levels (behavioural, organizational and societal/systemic) across different populations in different contexts (13) .
Recent advances
In the last five years, a range of programs, policies and projects on health equity and determinants of health have been implemented across Canada in various jurisdictions. Some of these actions are described in the Rio Political Declaration on Social Determinants of Health: A snapshot of Canadian actions 2015 (14) . See Appendix for some highlights of recent initiatives across Canada.
In November 2015, the Canadian Institute for Health Information released a suite of products from its "Trends in Income-Related Health Inequalities in Canada" (3) project. These products-including a technical report and an interactive online tool-examine changes in income-related health inequalities over the past decade. For 11 of 16 indicators (including both social determinants and health outcomes), the health gap between higher-income and lower-income groups did not change. However, for 3 indicators (smoking, hospitalization of adults for chronic obstructive pulmonary disease, and fair/poor self-rated mental health) the gap widened. While inequalities decreased for the remaining 2 indicators, this was the result of a "levelling down" effect, where health outcomes worsened among higherincome groups and remained the same in lower-income groups. This documentation of income-related trends in health inequalities makes an important contribution to Canadian evidence.
Future directions
Two important advances in applied research are particularly interesting in terms of our equity series: implementation science and population health intervention research.
Implementation science
Implementation science is the study of methods that promote the integration of research findings and evidence into health care policy and practice (15) . It addresses the challenges of implementation, applying advances from one area to another, and the scaling-up of interventions. Implementation science is informed by a range of research and practice disciplines, building on operations research, participatory action research, management science, quality improvement and impact evaluation.
Implementation science has been used to enhance equity in health in Canada and elsewhere. Participants in recent consultative meetings organized by the Alliance for Health Policy and Systems Research of the WHO, the United States Agency for International Development and the World Bank Group noted that implementation science should promote a culture of evidenceinformed learning, engage stakeholders and improve decisions on policies and programs to achieve better health outcomes (16) .
An excellent example of implementation science improving a health outcome was one that addressed housing and HIV. Evidence shows that the lack of adequate housing is a barrier to HIV treatment and follow-up and is associated with an increased risk of forward transmission (17) . Housing assistance for people with HIV who were formerly homeless or inadequately housed was found to improve their outcomes (17) . In fact, adequate housing is linked to improved health for a number of health conditions (18) .
Population health intervention research
Population health intervention research (PHIR) is similar to implementation science in that it focuses on policies and programs (frequently outside the health sector) that have the potential to improve health equity and health at the population level (19) . However, the objective of PHIR is broader: it generates knowledge about whether specific interventions work, how they work, for whom and under what circumstances. It is also concerned with how classes and programs of interventions affect health and health equity in populations. PHIR concentrates on population health interventions, recognizing unique features of these interventions and the unique combination of tools required to study them. With this knowledge, we are better equipped to design interventions that can be effective for different populations across geographies and circumstances, and better equipped to advance health equity.
The challenges of this type of research are substantial, however, given "the involvement of actors from diverse sectors, the multiplicity of interacting components, the unique characteristics of public health as a key delivery system, the need to take into account the influence of context on both intervention implementation and its effective mechanisms, and the specific ethical issues raised with population health interventions" (20) .
An excellent example of an upstream intervention that had significant effects on population health was the MINCOME social experiment, which aimed to alleviate poverty by providing residents of Dauphin, Manitoba with a guaranteed annual income (GAI). While the main objective of the original study (conducted from 1974-79) was to assess the impact of a GAI on the labour market, recent intervention research has focussed on the population health effects of the GAI. Results have shown that hospitalizations for accidents, injuries and mental health issues, as well as physician contact for mental health complaints, declined over the course of the experiment relative to a matched comparison group. Moreover, more adolescents involved in the experiment stayed on to complete high school, resulting in a variety of other health and social benefits that would have a significant impact over their life course (21) .
Conclusion
The goal of working on health equity and determinants of health is to improve the health of the population and to ensure that the conditions that support health are distributed fairly. Canada has been making important strides in measuring and monitoring health inequalities, strengthening data infrastructure, building open information systems, undertaking sophisticated analyses of health inequalities, as well as conducting and evaluating the effectiveness of interventions. These efforts are strengthening the capacity of public health and other sectors to tackle health inequities.
With the launch of a new health equity series this month, both the Canada Communicable Disease Report (CCDR) and the
Health Promotion and Chronic Disease Prevention in Canada:
Research, Policy and Practice (HPCDP) (http://phac-aspc.qc.ca/ publicat/hpcdp-pspmc/36-2/index-eng.php) journal welcome reports on applied research that assess strategies to mitigate inequity and improve health outcome while continuing to publish reports that track, monitor and analyze health inequities. The aim is to increase knowledge and capacity to act on social determinants, and rigorously evaluate our efforts to advance equity and improve health.
